and to restrain a patient effectively and minimize the risk of injury to all concerned.
Management by staff
Staff who have been properly trained will be fully aware that the spectrum of AIDS-related psychiatric disorder comprises conditions with which they are thoroughly familiar in other clinical contexts, i.e, acute anxiety reaction with prominent somatic features and hypochondriacal self-concern, obsessive-compulsive disorder, reactive and psychotic depression, schizophreniform psychosis associated with organic brain disease, delirious reactions and presenile dementia. Where the clinical indications make it appropriate to do so, they will apply the provisions of the Mental Health Act 1983 confidently and competently to secure the compulsory detention and, if need be, the compulsory treatment of patients suffering from these psychiatric disorders when they are associated with AIDS, just as they would do so with patients suffering from such psychiatric disorders in other clinical contexts. They will be aware that, depending on the character and the course of the particular psychiatric problem, the treatments with which they are familiar in other settings can be employed as appropriate with an expectation of therapeutic benefit. These include counselling, psychotherapy, behaviour modification techniques, family and marital therapies, electroconvulsive therapy and the exhibition of anxiolytic and antidepressant drugs and the major tranquillizers. In other words, they will have no expectation of Drug abuse and human immunodeficiency virus infection in Scotland R P Brettle MB FRCPEd Infectious Diseases Unit. City Hospital, Edinburgh AIDS-related psychiatric disorder being manifested as bizarre syndromes for which they have no training or knowledge, and requiring novel and esoteric therapeutic interventions which are quite outside the range of their experience.
Introduction
To date, 89% of the patients with the acquired immune deficiency syndrome (AIDS) notified in the United Kingdom have involved homosexuality or bisexuality and only 12 or 2.5% have been diagnosed in Scotland'. In addition, only 1% of such reports have implicated intravenous drug misuse (IDM) alone as a high-risk activity'. In England and Wales, IDM represents only 54 (2.6%) out of 2081 reports of human immunodeficiency virus (HIV) antibody posi-tivity2. This contrasts markedly with the position in Scotland, where 503(63%) of 795 reports of HIV antibody positivity have implicated IDM 3 , and of these 482(60%) have come from Edinburgh.
The first indications that Edinburgh had a particular problem came with the finding that 15of34 haemophiliacs (44%) had acquired HIV antibody between
The need for screening and counselling of HIV-infected patients The most immediate consequence of the HIV epidemic was the threat to the blood bank. The Government's response when antibody testing became available was to introduce screening of all donated blood in October 1985. According to Dr B L McClelland, Director of the South East Regional Blood Transfusion Service, Edinburgh, the HIV seropositivity rate amongst voluntary blood donors in the south east of Scotland is '1/13074, and this compares with 1/41598 in the west of Scotland and 1/50000 for the UK as a whole (personal communication). With the screening of blood donations came the necessity to prevent individuals in high-risk groups from donating blood, since such individuals may be.infectious but not have HIV antibody. It was therefore considered necessary to provide voluntary confidential screening and counselling at alternative testing centres to prevent the Blood Transfusion Service being used as a diagnostic facility.
City Counselling and Screening Clinic
In England and Wales 60% of the HIV reports are from homosexuals, and this screening and counselling exercise has occurred largely in genitourinary medicine clinics", However in Scotland, where 60% of the HIV reports are from drug abusers, it was apparent that an additional screening clinic was necessary. A voluntary self-referral clinic, the City Screening Clinic (CSC), was therefore established in the Edinburgh Regional Infectious Disease Unit on 16 October 1985 to provide open-access counselling and HIV antibody testing. It also set out to determine the extent of HIV infection amongst individuals who chose to attend a self-referral clinic for testing in preference to attending a genitourinary medicine clinic or their general practitioner.
There is certainly a demand for such a facility and to date over 400 patients have been counselled and screened, over 60% of them involved in the drug scene either directly or via a sexual partner. The default rate of 33% is a matter of concern, since this means that the counsellors are under-utilized. Cost was initially thought to be a deterrent since the clinic is located 6 miles from the city centre, but the majority are in fact eligible for a refund of bus fares. To evaluate the possibility that distance was important, one session of the clinic was moved to Leith Hospital, which is located in an area of high drug abuse, but the default rate has remained unchanged. It appears that irregular attendance is a part of the lifestyle and has been noted in a general practice within Edinburgh (J R Robertson, personal communication). The posttesting default rate of21 % compares favourably with 30% from alternative USA testing sites".
A comparison of risk groups attending the CSC shows that when IDMs attend they rarely refuse the test, whereas those with few risk activities have a refusal rate of20%. The overall refusal rate is 6% and this compares with 16% from the USA 9 • However, the overall positivity rate in the USA was 17% compared to our 28%.
From the outset, the aim of the clinic was to offer a confidential service. To this end, all records are kept within the clinic and there is no other record of attendance unless the offer of medical screening is taken up. However, in dealing with IDMs it is important, where possible, to have good lines of communication with the general practitioner, because this is one way that drugs are obtained from more than one source. Our aim has always been to persuade clients of the advantages of their general practitioner being informed. Because of their irregular lifestyle, we were often left with results and no knowledge of whether any other doctor could be informed. We have now moved to the situation of obtaining at the first visit written permission to inform the general practitioner and/or to send follow up appointments. The results are otherwise only given out in person at a clinic attendance. We have also had numerous enquiries from such groups as doctors, nurses, pharmacists, the police, the fire brigade, etc., as to whether a particular individual is seropositive. Such requests generate a standard statement of our policy of confidentiality, followed by a discussion of what relevance the result would have and how to cope without it.
Contact tracing is not undertaken, but clients are encouraged to inform or bring their sexual or needle-sharing partners to the clinic. The overall infection rate in the first 200 patients attending the clinic was 28%. Of 94 IDMs, 51 (54%) were positive for antibodies to HIV virus; none admitted to homosexuality. The male/female ratio was 2.13/ 1 and the mean age 25.5years, 24years for those found to be seropositive and 28 years for those found to be seronegative (P<O.ool). The mean age of onset of intravenous drug abuse was 19.5years, 17.5 for those found to be seropositive and 21.5 years for those found to be seronegative (P<O.Oool).
By comparison HIV positivity in Dundee is 39%JO, in Glasgow only 4.5% and in England and Wales only 10%11.12. This geographical variation for IDMs has also been noted in Europe'? and the USA, where the overall incidence ofIDM AIDS is 17% but it is 72% in New York compared to 2% in Califomia'Y'". IDM HIV seropositivity in Europe varies from 20% to 76%16-21.
In order to attempt to understand some of the reasons for these differences in IDM HIV positivity, it is important to appreciate that drug misuse in Scotland in general and in Edinburgh in particular is different from England. IDM appears to predominate in Edinburgh, and important differences in the habit of sharing needles seem to exist.
Comparisons of self-reported habits between Edinburgh and Glasgow or Edinburgh and South London reveal considerably more sharing of needles and syringes in Edinburgh 2 2 • 2 3 • For instance, the sharing of equipment occurred 46 times per month in Edinburgh compared to only 15 times per month in Glasgow. In addition, sharing occurred with twice as many individuals, 14 versus 7 per month-". Of 78 Edinburgh IDMs, 42% shared daily and 63% weekly compared to only 14 (31%) of 45 South London IDMs who admitted to sharing within the previous 3 months'". There is supportive medical evidence of this intense sharing of equipment in Edinburgh IDMs from the high rate of hepatitis B markers -currently between 60% and 80% 5 -7 -and an increase in the rate of skin sepsis and endocarditis (J Webb, personal communication).
With this background, therefore, it is perhaps not entirely surprising that when in 1983HIV was introduced into Edinburgh, it spread rapidly as a consequence of the habit of equipment sharing" 7 • There was an association between the frequency of needle sharing and mv seropositivity (x2 = 4.24,P< 0.05).In addition, 59of79 (75%) had markers of past or present infection with hepatitis B virus and there was an association with mv infection (x2 =4.81, P<0.05).
Over 700 HIV-infected individuals have been identified in Scotland and over 500 in Edinburgh", Estimates of the size of the drug abuse community in Edinburgh are poor, but it is thought that there are probably at least 2000-2500 1°. The three series from Edinburgh on HIV infection in IDMs would suggest a level of 50% infection in the community and there are therefore probably at least 1000 HIV-infected IDMs in Edinburgh. Consequently spread will occur from this pool to a number of areas: (1) The current pool of IDMs: The rapid rise of HIV infection seen between 1983 and 1985 will continue over the next 2 years if nothing is done until HIV positivity rates approach those of hepatitis B, currently approaching 80-90% infection. Table 1 .
(2) New IDMs entering the community: Unlike IDM itself or hepatitis B, HIV individuals are infected for life and therefore the size of the infected group continues to grow. Estimates of this 'new blood' group is scarce and the best that can be made is around 10% per year.
(4) Sexual spread: Because the majority of drug abusers in Edinburgh seem to be heterosexual, we are faced with the fact that heterosexual spread will occur -but at what rate?
The number of AIDS cases involving heterosexual contact is currently small, only 39 men and 185 women in the USA, but a study from the Walter Reed Institute of cases in the US Army suggested 37% were heterosexually acquired and that there was no association with anal intercourse 24 • 2 5 • However, this study has been criticized because in the US Army both homosexuality and drug addiction are a court martial offence and may not, therefore, be admitted. Vaginal intercourse is a risk, as demonstrated by the fact that artificial insemination with infected semen resulted in infection in 50% of recipients'". Data from the sexual partners of asymptomatic HIVpositive haemophiliacs suggest that 6-10% of partners are currently affected 2 7 • 28 • A recent study of 5 regular heterosexual partners of Hlv-positive individuals put the risk at 20%29. Our own experience with sexual contacts of drug misusers would suggest that around 15% have acquired the virus sexually, and this would put the risk in regular sexual relationships at approximately 5% per year. The risks appear to increase to 47% if the affected partner has AIDS or AIDS-related complex". This may simply reflect length of exposure or be related to increased virus excretion.
Whilst AIDS is not at present a heterosexual disease in the UK and the USA, this cannot remain so for long and it appears that it is beginning to occur in the (5) Vertical spread: Spread of the virus to newborn children does occur, and is occurring in Edinburgh because one-third of the affected population are female. The data on vertical transmission are also scant. In the USA, 75% of paediatric cases have a mother in a high-risk group, mostly drug abuse'". There is evidence that the virus can infect the child during the pregnancy, beeause 2 children had no post partum contact with their mothers'". Infection can also occur after birth via breast milk 30 • The rate of infection is less well documented and varies from 0% to 65%. In well mothers who acquired the virus by artificial insemination, no transfer of virus occurred30. In children less than 5 years of age with a mother dying of AIDS the positivity rate was 22%, but it rose to 65% where the mother had given birth previously to a child who developed AIDS30. In Edinburgh, Dr Jacqueline Mok is currently following 22children who have been born from seropositive mothers. Definite infection cannot be ascertained for up to 12 months because of the problem of passive transfer ofmaternal antibodies and exposure to blood at birth. However, Dr Mok's preliminary data support a rate of 50% (personal communication).
USA. The US military introduced HIV screening of recruits in October 1985 and the prevalence was found to be 1.6/1000 3 1 • Perhaps of more importance, the male:female ratio was 3:1 whereas in AIDS patients at present it is around 13:1. This suggests either that HIV is already a heterosexual disease or drug abuse is more prevalent than hitherto suspected.
(6) Horizontal transmission:
The remaining method of spread out of high-risk groups is horizontally to non-sexual and non-drug-abusing individuals. Whilst the risks are small they are certainly not perceived as so by the medical and general public. A household survey of contacts of AIDS patients revealed no spread to non-sexual or drug-abusing partners'", whereas by comparison in hepatitis B it is around 37%33. Similarly, the risk for health-care workers involved in the direct care of AIDS patients is only 1% compared to 30% for hepatitis B 3 4 • That is not to say that precautions are unnecessary, since 2 cases of HIV transmission have been reported in nonprofessional carers who took no precautions when caring for infected individuals'". However, the commonest mode of transmission to health-care workers is by needle-stick inj ury34 • It is instructive to review where such patients are located within the medical care system. A study of IDMs attending a casualty department revealed that only 4% < were referred to the infectious disease unit and the majority were located within the general medical and surgical wards'".
Management of HIV infection
Effective chemotherapy is not yet available for AIDS, let alone asymptomatic HIV infection, and therefore the current management of HIV is based on the prevention of progression to AIDS and the prevention of spread of HIV infection. Many of the measures, such as prevention of pregnancy and barrier contraception, are effective for both aims and are particularly important for a heterosexual population. A more complete list of the measures is shown in substitution therapy on a long-or short-term basis in order to avoid needle drug abuse, or the provision of needles and syringes to reduce sharing. All this, of course, needs to be accompanied by considerable education and general supportive measures. The CSC results confirm previous work in Edinburgh which has reported HIV antibody rates in IDMs of between 38% and 51%~·6. Those affected in Edinburgh are characteristically younger, have markers of current or past infection with hepatitis B virus and are more likely to share needles/syringes frequently. In areas with a large IDM problem, there is a place for self-referral clinics outwith genitourinary medicine for counselling and HIV antibody testing in an attempt to educate and prevent further spread.
consequence of this and other data, it has been necessary to modify our approach to patients with HIV infection.
One-third of the patients with HIV in Edinburgh are female and the prevention of pregnancy is important on the grounds of progression to AIDS in the mother as well the prevention of transmission to the child 3o • 37 • In the USA, only 25% of seropositive mothers were well 2.5 years after delivery. However, these mothers were selected by the fact that they had already produced one child with AIDS and the data may not apply exactly to Edinburgh!", Despite what seemed to be adequate counselling, unwanted pregnancies have occurred and as with other IDM problems it has been necessary to do more than just offer the advice 'avoid pregnancy' or 'use barrier contraceptives'. With the help of Dr Nancy Loudon of the Family Planning Service in Edinburgh, the CSC is now acting as an oupost of the Family Planning Service to offer on-site advice and supplies.
It is to be expected that Edinburgh will continue for some time to be faced with Hl'V-affected pregnancies and children. The aim has been to offer medical services for both mother and child at one clinic in an attempt to overcome the problems of a haphazard lifestyle. Two sessions are now devoted to the follow up of those children identified as at risk of HIV infection, and' utilize the services of a nurse counsellor from the CSC, a Consultant Community Paediatrician, Dr Jacqueline Mok, and a liaison health visitor to help coordinate follow up. The mothers are encouraged to attend routine baby clinics, but the CSC clinic coordinates their immunizations and medical care. Eventually it is hoped that with the help of our obstetric colleagues, a system will be developed to ensure that none of these families is unintentionally lost to the medical services.
Obviously the major problem in dealing with these patients is how to cope with their addiction. Abstinence has until now been the major goal of dealing with IDMs, but with the appearance of HIV these goals need to be adjusted to one of 'risk or harm reduction'. Conversion from homosexuality to heterosexuality is not proposed as means of dealing with HIV, and in a similar way a message based on abstinence is unrealistic. The eventual goal is still one of abstinence but initially it is important to start with a more realistic goal identified for each patient. Depending upon the individual, this may encompass they recognize their vulnerability. A consistent theme in all three emphases of the counsellor's work is the need to motivate people to change the ways in which they relate to each other, often when they do not appear to desire such motivation, or when they have been motivated by competing ideas and influences (frequently inspired by media misreporting). Counselling means facilitating understanding: (1)by individual support, discussion and health education of patients, lovers, families and carers; (2) by health education for society as a whole and all its subgroups, on routes of human immunodeficiency virus (HIV) transmission, methods of risk-reduction and infection control; and (3) by the training and support of staff working with HIV-infected patients. The work of those providing HIV counselling involves supporting and informing the vulnerable, whether or not Individual support Clinical reports highlighted the need for counselling intervention following AIDS-related diagnoses long before HIV antibody testing was available'P, or indeed before the virus was first reliably characterized'. With the widespread patient and carer recognition of the high fatality rates associated with AIDS4, reactions to diagnosis have included those familiar to oncologists and oncology counsellors" r".
Many writers have identified consistent themes in post-diagnostic reactions", together with consistent psychiatric and psychological concerns that invariably arise to complicate further management ( Table 1 ). The wide range of neurological syndromes
